Dear John, I need your help once more with a gastrointestinal problem which I feel is a bit different from the usual ones that I refer to you, mainly because the history is rather vague and doesn't fit into any particular pattern. All the same I feel there may be an organic basis for the symptoms. This man, Mr. K. L., is 63 years-old, and has been my patient for the past ten years. I saw very little of him until two years ago, when he had a small stroke consisting of a partial left hemiplegia, from which he made a full recovery in a few days. He was found to be consistently hypertensive (B.P. 180/115) and has been treated on a mild hypotensive drug, Salupres, since then.
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Immediately following the stroke he was constipated, but two weeks later, when mobile, he tended to get occasional bouts of diarrhoea, which have occurred on three or four occasions since then consisting of one or two loose motions without blood or mucus. He had had domestic problems since the time of the stroke and at first I tended to regard the diarrhoea as functional. In the past week or two he has had some non-colicky central abdominal pain, recurring roughly one hour after meals, but never really assuming a consistent pattern either in location or timing. There is no weight loss and his appetite is good. He doesn't look ill and I would hope that there is nothing sinister underlying this, but feel that further investigation is indicated.
General Hospital, Birmingham
Dear Brian, I see what you mean, this is rather an unusual story. Part of the problem is the great difficulty in obtaining a coherent history; I suspect that some of this may be due to the effects of his probable cerebral ischaemia. The complaints relate to the alimentary tract and appear to be principally poorly localized abdominal pain and a bowel habit that is looser and more frequent than before his stroke. There seems to be some time relationship between the pain and the taking of food but nothing he has tried seems to relieve the pain.
A thorough physical examination, including a sigmoidoscopy limited to 15 cm by a loaded colon, failed to reveal any abnormal physical signs and his haemoglobin was 14-6 g.
It is tempting to dismiss these symptoms as "functional" but like you I have a sneaking suspicion that something is amiss. In addition to the haemoglobin I asked for the E.S.R. to be measured and this was 25 mm. While I would not attach too much weight to this finding it confirms our belief that we must investigate this man's gastrointestinal tract.
It is difficult to know where to start; the type of pain and the altered bowel habit suggests tha;t he might have diverticular disease or the irritable colon syndrome, but the presence of a stool-packed sigmoid is rather against this. As there does seem to be some relationship to eating I will begin with a barium meal and take a 24-hour film to gain some extra information about the large bowel as a bonus. As we have facilities for a multi-channel biochemical "profile" on his serum this will act as a useful screening test.
I will write to you again as soon as we have completed the preliminary investigations.
Dear Brian, Following my telephone call after the first round of investigations, I now write to report the results of our rather extensive, but still inconclusive, outpatient studies. First let me justify our persistence with investigations after my initial remarks suggesting t-hat the complaints may be functional. His symptoms persist, his serum albumin has been low on two occasions (3l1 and 2-9 g/100 ml), and his E.S.R. is now 62 mm. He has lost only one kilogramme in weight, but I feel sure that there must be some organic disease.
When the barium meal, chest x-ray, the rest of the liverfunction tests, and the serum electrolytes and calcium showed no abnormality we continued with a barium enema, half expecting to find a colonic carcinoma. There was no abnormality, not even anything we could label "irritable colon." We than began to suspect the possibility of some occult intra-abdominal carcinoma (particularly as he began to complain of the loose stools being particularly offensive) or the possibility of a pancreatic neoplasm, and felt that at least it would be worth looking for some confirmatory signs. He has now had a three day faecal fat analysis, a hypotonic duodenogram, a cholecystogram, and a scintillation scan of the liver and pancreatic areas; all completely normal though the pancreatic scan gave a rather poor outline of the pancreas. These rather expensive investigations are poor methods of searching for a pancreatic neoplasm, but at least they are safe and do not necessitate inpatient investigation.
Despite the absence of supporting signs, the possibility of chronic gut ischaemia must still remain and we have considered the possibility of selective coeliac and mesenteric arteriography. With our present facilities and experience, the risks of these investigations are still a deterrent and for the present we will keep them in reserve.
I failing to make an early diagnosis. I suppose that had we made the diagnosis at the very outset he might not have progressed to so tight a stricture that he required laparotomy. I presume that as soon as he had the first symptoms there was an ulcer in the gut with some hold-up and that subsequent tablets were arrested there and damaged the gut anew.
I The incidence of neurological complications of diphtheriatetanus-pertussis vaccination is subject to speculation and controversy since the extent of under-reporting or misreporting of these reactions is not known, the reactogenic properties of pertussis vaccines may vary according to method of manufacture, and certain paediatric conditions of unknown aetiology, particularly hypsarrhythmia, or infantile spasms, occur in previously normal infants at approximately the age when they routinely receive D.T.P. vaccines. Sir Graham Wilson in his reviewl of encephalopathies after pertussis vaccination refers to several published case reports but the incidence of such complications in Britain during the last six years has been in the region of one per million doses of vaccine. The condition described by the questioner-hypsarrhythmia or infantile spasms-usually occurs in previously normal infants under the age of 2 years and particularly between the ages of 6 and 12 months. It is not surprising therefore that about 50% of these infants received at least one dose of D.T.P. vaccine a few days, weeks, or months previously. This fact is sometimes regarded as evidence that the vaccine may have provoked the development of hypsarrhythmia or infantile spasms,2 3 but no sound cause and effect relationship has been established, and the condition probably occurs with equal frequency in unvaccinated children. It is possible therefore that triple vaccination had no causal relationship with the development of this child's condition and that the incidence of this so-called complication of immunization is not much greater than in unvaccinated infants.
